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A Symposrum 


Human Relations in Administration 


The Board of Regents of the American College of Hospital Administra- 
tors, several years ago, inquired into the subject of Human Relations when 
Stuart Chase in delivering the first Bachmeyer Address observed that hospital 
administrators should become Masters of Human Relations. There followed 
about twenty-five conferences on the subject sponsored by the College for the 
membership, with many authorities in the field of the social sciences expound- 
ing views on Human Relations as a science, its application to administration, 
and particularly its value to the hospital administrator. Published for the first 
time in this symposium are three addresses which were delivered by two so- 
ciologists and an industrial psychologist, respectively, at conferences in To- 
ronto, Boston, and Los Angeles. In separate facets of the subject each con- 
siders problems arising when the scientific method is applied to interpersonal 
relations of individuals or groups of persons in organizations. 


Research in Human Relations in the Hospital 


By oswaLp HALL! 


Waar does the academic person mean when he talks about research 
in human relations? The researcher has four tasks: (a) to observe the 
organization; (b) to record his observations; (c) to reflect on them and 
analyze them; and (d) to report his conclusions to others. These are 
relatively straightforward tasks; it would seem that no special machin- 
ery need be set up to do these things. 


1. Delivered at the Conference on Human Relations, Toronto, Ontario, April 2, 1952. 
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However, if you reflect on the first of these, you will probably agree 
that observing is a difficult matter. It means seeing things in a distinc- 
tive fashion. But, as Kenneth Burke has pointed out, a way of seeing 
things is also a way of not-seeing things. This requires a certain ob- 
stinacy of vision, not easy to achieve. Think for a moment of how many 
times people looked at a tap and tried to drink from it before someone 
turned it upside down to make a drinking fountain. Observing means 
seeing conventional things in unconventional ways. It involves using a 
distinctive perspective. 

Perhaps we can comprehend research most conveniently by looking 
at its products. What has research in hospitals yielded to date? Sociolo- 
gists have spent some time and effort in this direction as part of a general 
interest in work, work institutions, and the job of the administrator in 
various kinds of organizations. One product has been a set of perspec- 
tives for looking at any kind of work organization. I will mention four 
of these and contrast them with the perspectives used by administrators. 

May I quote the perspective of the administrators from a statement on 
the nature of a mental hospital? Some reservations may be needed to fit 
other kinds of hospitals. ““The hospital is made up of pieces taken from 
the general culture of society, but fitted together in a pattern neatly ar- 
ranged for the special needs of the patients. The patients are surrounded 
by patience, kindness, tolerance, and hope. 

‘The hospital is staffed by mature individuals ready to meet the de- 
mands of patients without any return. The personnel are carefully se- 
lected and trained, including those with least contact with the patients, 
like maids and porters. 

“The patients’ program is fitted to their capacities and needs. The in- 
fluence of the quiet, unruffled, efficient adjustment of staff members to 
the stress of life in the halls of the hospital is a powerful, beneficial 
influence. The patient is carefully protected and guided along lines to 
increase self-respect and confidence, basking in the kindly, unobligating 
interested patience and unselfishness of the parent-figure physician. The 
latter seeks to understand, not to judge.” 

Such a perspective is consoling and misleading. In actual fact person- 
nel may be hurriedly trained and selected in a haphazard manner. Pa- 
tients are exposed to obvious tensions. The efficient, unruffled conduct 
of staff members is on occasion replaced by childlike behavior. Ideal 
arrangements are sacrificed to make ends meet and to keep down costs. 

In the light of such facts, what is left of this perspective of the hos- 
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pital? To some degree it remains as a goal for which administrators 
may strive. Meanwhile it has two important functions: it is a device to 
conceal from the general public the seamy side of life in the hospital. It 
probably conceals these things from the administrator himself. In this 
sense, it may be necessary to help keep the organization running. 

Sociological research has viewed the hospital, rather usefully, in dif- 
ferent perspectives. By looking at the hospital from other angles the re- 
searcher is able to describe it in very different terms. Briefly stated, 
here are four views of the hospital as seen by sociologists: 


THE SOCIOLOGIST VIEWS THE HOSPITAL 


First, the hospital is a social institution with a distinctive form or 
structure. It has a skeleton of official positions and statuses. Part of the 
structure has been contrived by administrators, part of it borrowed from 
other institutions, and parts of it, like Topsy, “just growed.” Some 
parts of the structure fit neatly together like the elements in a piece of 
good architecture. Other parts are incongruous and give the structure 
of the hospital a lopsided appearance. I will return later to discuss the 
formal structure of the hospital in terms of some of these incongruities. 

From a second point of view, the hospital is a set of secret societies. 
That is a strong term. However, an observer can note a large number of 
places in which people talk freely with each other, and comparable 
places where people talk in a guarded manner. There are circles, as it 
were, in which strong bonds of confidence bind people into special 
groupings. Such groupings are cautious about sharing information about 
their daily work with outsiders. One of the criteria for admittance into 
such groupings is that one should learn how things are talked about in- 
side the group, and how they are handled when talking to outsiders. This 
skill is not particularly difficult to learn. At an early age the child learns 
that closets are intended to hold skeletons as well as clothes. 

From a third point of view, the hospital is a set of sociability groups. 
In the work situation persons characteristically loiter to talk and chat- 
ter, to ask and grant favors not called for in the sheer line of work. 
These patterns become crystallized to such a degree that one can recog- 
nize cliques and similar congeniality groupings. In these the members 
are bound together by the everyday human sentiments of friendship, re- 
spect, and admiration—and by sheer sociability. Such groupings usually 
possess an informal leader who acts as a nucleus. In extreme cases whole 
categories of workers will be found to fall largely into such groupings 
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with perhaps a few obvious cases of isolated creatures who have no 
part in such a system. 

Using a fourth perspective, the hospital may be viewed as a set of 
hostile groupings. Some of these may arise from the sociability men- 
tioned above. When workers impose, or try to impose, their sociability 
on others, hostility or avoidance may emerge as a way of offsetting un- 
wanted familiarity. One way of avoiding familiarity is to “keep their 
distance.” Moreover, where people in authority impose orders and rules 
on workers, hostile relations may develop readily on both sides. Hence, 
we can note pairs of individuals bound in hostile relationships, groups of 
persons bound to a superior in such fashion, and groups pitted against 
groups in similar manner. 


HUMAN RELATIONSHIPS 


I am suggesting in the above that the same organization can be viewed 
in four different lights, depending on the perspective one uses. It re- 
quires an obstinate turn of mind to hold on to these alternative perspec- 
tives, but each can shed some light on the job of the administrator. The 
last three kinds of relationships constitute human relations as the term 
is used here—i.e., the secrecy-confidence relationships, the sociability- 
congeniality relationships, and the hostility-distance relationships. 

Considering the notion of secrecy and confidence, doctors long ago 
discovered, and have long proclaimed, that their work demands a special 
type of doctor-patient relationship. They do not look on their patients 
as Customers, coming to purchase a service. Their patients are not cus- 
tomers but clients for whom the doctor provides a service. The client 
differs from the customer in the way he relates himself to the provider 
of services. The customer, by definition, is a wary chap who expects to 
get cheated. The client, by definition, is not supposed to go shopping 
around comparing one doctor’s wares with another’s. The client trusts 
the doctor and acts toward him in a distinctive way. Characteristically, 
he puts himself “under doctor’s orders.”’ Presumably this is one of the 
rewards of the doctor, a highly valued reward. 

It is generally accepted that the doctor cannot handle the case unless 
the relationship of confidence and trust is maintained. The patient must 
put his trust in the doctor. That means he gives him his confidence—he 
confides to the doctor the information the doctor considers necessary. 
This may often involve invasion of the privacy of the patient. He may be 
constrained to divulge matters usually kept secret. Furthermore, the 
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patient turns the decision-making function over to the doctor and abides 
by the doctor’s orders. Only by relating themselves to each other in this 
distinctive manner can healing or curing be carried on. 

It is not only taken for granted but considered natural that medical 
care should imply confidence in the doctor. Moreover, it is restricted 
to the doctor in question. The patient does not share it with a variety 
of doctors at the same time. The doctor would find it difficult to diag- 
nose if he suspected that his diagnoses were being checked by several 
other doctors before they were accepted by the patient. 

It is important that we realize such confidences are not one-way rela- 
tionships. The fact that the doctor idealizes the confidence of the pa- 
tient, by emphasizing such things as patient loyalty, should not blind us 
to confidence in other places in medicine. Think for a moment of the 
confidence involved in a consultation. The etiquette here is very rigid. 
The first doctor must be on hand when the consultant looks at the pa- 
tient. Nothing may be divulged during the consultation as such. The pa- 
tient must be out of the way while the consultant talks to the first doc- 
tor. On the surface, they seem to trust each other only while they are 
in each other’s sight. On a deeper level the relationship is charged with 
the atmosphere of colleague confidence. There is no discussion with the 
patient or with outsiders on the question of possible errors of diagnosis. 
There is a binding obligation here for the consultant to protect the se- 
crets and to honor the confidence of the first doctor. 

Hence, confidence, far from being restricted to the doctor-patient 
relationship, is characteristic of medical practice. You might say that 
cooperation in complicated matters always requires confidence. Prob- 
ably this is true not only of medicine but also of other professional 
fields. Each of these has its confidences and its secrets which cannot be 
revealed publicly without endangering someone’s position. 


CONFIDENCE-SECRECY—-AN EVER-PRESENT FEATURE 


I would argue that confidence and secrecy are an ever-present feature 
of human organization, that families with their skeletons in the closet 
and doctors with their skeletons in the graveyard are both typical of 
social organization in general. The bases of confidence and secrecy are 
deep-rooted and complex. They arise in large part from the fact that in 
any organization in which complicated work goes on mistakes are 
bound to occur. Individuals and groups have a perennial problem of han- 
dling mistakes, their own mistakes and those of other people. It is pre- 
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cisely such things as mistakes and the individual and collective efforts to 
conceal them that represent the secret and confidential aspect of human 
organization. 

Wherever people are thrown together in work there will emerge 
spontaneously a set of sociable relations over and above anything re- 
quired by the job. Many of these show themselves off the job, and after 
the job, as well as on the job. Talk, horseplay, and favors spring up as 
naturally as weeds by the roadside. In time these things may come to be 
expected as part of the normal state of affairs. 

May I turn now to the final category: the relationships of distance 
and hostility. The job of the researcher here is not to uncover hostility 
(you can find it almost anywhere you turn), but to relate it to the on- 
going activities of the organization. This is what Morris Schwartz has 
done in a series of papers dealing with a ward of a mental hospital. He 
has tried to trace, for example, the effects of social distance on the 
efforts of two doctors, a senior and a junior, to diagnose a case. The young 
doctor, thinking his superior wrong, finds it difficult to contradict the 
diagnosis of that senior, and as a consequence he finds it almost impos- 
sible either to accept the diagnosis to which he has paid lip service or to 
accept his relationship with his senior. Unwittingly he communicates 
these conflict elements to the patient he is treating. The communication 
is usually not remembered later. It may occur by word or by unwitting 
mood and gesture. As a result, the condition of the patient turns demon- 
strably worse. 

Turning from a backward look at the results of research and looking 
forward at how research is done, I wish to discuss three matters here: 
(a) Who can do research in the organization? (b) What kinds of questions can 
the researcher handle usefully? and (c) What sorts of facts will the researcher 
in human relations look for? 


WHO CAN DO RESEARCH 


To turn to the first question, of who can do research in an organiza- 
tion, I have tipped my hand to show that I don’t consider this question 
to be mainly a question of the technical skills of the researcher. I em- 
phasized the part that confidence and secrecy play in an organization 
specifically because I wanted to come back to these points in later dis- 
cussion. 

In selecting a person to do research we need to ask: (a) Can he start 
to explore the activities of others without evoking their anxiety, with- 
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out arousing their hostility, without raising apprehensions, without en- 
couraging concealment, and without inviting retaliation on their part? 
(d) In his relations with an organization how much of his own activity 
does he characteristically conceal from others? Are there places where 
he conceals his activities from himself? (c) If placed within an organiza- 
tion as a researcher how will he relate himself to the various parts of it 
as time goes on? Identify with parts of it, develop hostility toward 
parts; remain aloof from it? Clearly no person in a position to discipline 
or punish can do this job. And research should never be misnamed “‘so- 
cial investigation.” Investigation in our day and age means “‘pinning the 
blame on someone.” 


THE OUTSIDE RESEARCHER 


This means that there may be no one in an organization who is funda- 
mentally equipped to get at the job of describing the organization, re- 
flecting on it, and making comprehensible analyses of it. That means 
bringing in an outsider. 

In the past it has largely fallen to the outsider to make studies in this 
field. Various curious people—people with a curious curiosity—have de- 
veloped an itch to see how things are done. And their itch to learn has 
been so strong they have not built up an itch to change and reform the 
things they have studied. In their work they have appeared to be rela- 
tively harmless individuals, perhaps considered a bit ineffectual by those 
they have studied. What is needed is a happy medium between the per- 
son who sees how things are done and who wants to change them for 
the better (so he thinks) and the person who is so little concerned about 
the fate of an organization that he won’t know what to observe. 

There is no logical necessity for looking for the research person out- 
side the organization. There may be people within who have precisely 
the kind of disposition and temperament to handle the requirements just 
mentioned. You are not likely to find them among professional people 
like doctors. The person who has geared his life to allotting time to cli- 
ents in a routinized manner has a terrific handicap in trying to develop 
the leisurely approach needed for research in this field. It requires a 
maddening leisureliness at times to carry on the patient exploration of 
human relations. 

Universities are now training people along these lines. They are dis- 
covering what kinds of people show definite promise in this direction. 
They are trying to discover which kinds of people have durable curiosi- 
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ties. They are studying means for training such students, and for teach- 
ing them how to relate themselves to the people and organizations they 
go to study. 

Whoever is chosen must have a double-barrelled sensitivity to certain 
forms of organization. He must, on the one hand, by disposition and 
temperament have an eye open for the main ways in which an organiza- 
tion hangs together. When he comes into a hospital, he must be able to 
size up the place and get an over-all idea of what goes on. Particularly, 
he should be able to make comparisons in his head and see to what de- 
gree the hospital resembles a business office, with its accounts, files, 
etc.; a factory with its assembly lines; a large household with familylike 
relationships; a hotel with its personal services; a jail with patterns of 
custody, admittance, commital, discharge, and so on. If he can get an 
over-all idea of what goes on and set that idea over against the kinds of 
things the hospital seems to be, he is in a position to ask questions about 
things that loom as problems to the administrator. 

Linked with this ability to comprehend the formal organization there 
must be an equal facility to recognize informal patterns of organization. 
The first is a prerequisite for understanding how human relations in- 
fluence the work world. 

These are rather general qualifications, but they are essential in the 
researcher who is going to explore the important questions. Over and 
above these qualifications, the researcher must be able to put his findings 
together in a manner useful to the administrator. He must understand 
the administrator's problems, which may be very different from those 
of the researcher. At times he may need to volunteer his findings as sug- 
gestions to the administrator, and argue for their acceptance. He needs 
at times to be a good public relations man toward the administrator. 

Probably there are few researchers who combine both these sets of 
qualifications. | have a hunch that in programs of human relations re- 
search there has been a division of labor, and that one kind of person 
has excelled in discovering the facts about an organization, while an- 
other has specialized in interpreting the facts and the progress of re- 
search to the administrator. 


RESEARCH QUESTIONS 
This brings us to the second matter. What kinds of questions can the 


researcher handle usefully? Here we need to consider two distinct types 
of questions: the practical problems of the administrator and the scien- 


10 





Sr 


_aeeeen —— a 


RESEARCH IN HUMAN RELATIONS 


tific questions of the researcher. The distinction can be seen very readily 
in many fields. 

It is hoped that in the early stages of research in hospitals we find the 
practical problems and the research problems rather closely related. 
This is what people mean when they talk about Action Research. In 
that case, the problems are almost identical, and the solution devised for 
the research problem is immediately utilized to handle the practical 
problem of the administrator. 

Both the administrator and the research man should use the maximum 
of their common sense to try to prevent the two kinds of questions from 
diverging in uncontrollable ways. By no means can all of the problems 
imposed on the administrator be framed as problems in human relations 
research. However, a substantial part of many of them stem from the 
kinds of informal elements introduced earlier: the sociability groupings, 
hostility groupings, and secrecy bonds. Research questions will refer to 
precisely these elements. 


FACTS IN HUMAN RELATIONS RESEARCH 


May we turn now to the third question suggested: with what kinds 
of facts does the researcher in human relations deal? 

In a very real sense a large part of the structure of an organization is 
rooted in the form of the activities that go on there. The hospital is a 
place where very specialized techniques are employed. In part this dic- 
tates its formal structure. There must be machinery, therefore, for re- 
cruiting and maintaining a staff of these scarce specialists, for rewarding 
them (although this is done in a very peculiar way in the hospital), for 
sharing in the training and retraining of specialists, for supplying 
trained assistance to aid the scarce specialists, for bringing together the 
patient and the proper specialists, and for keeping a philanthropic public 
interested in balancing the chronically unbalanced budgets. 

This inescapable structure of the hospital means that the relations of 
administrator and doctors will constitute a perennial set of problems. 
Since the hospital is so largely made up of two kinds of people, doctors 
and nurses, who look upon themselves mainly as the precious practi- 
tioners of an esoteric art, the hospital administrator inevitably faces an 
exacting task in coordinating the activities and careers of these spe- 
cialists. 

It seems that doctors, because they act like doctors, are hard to fit 
into hospital organization. Moreover, the surgeon, in many ways an 
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important member of a hospital, is the hardest to fit in. A large fraction 
of the practical problems of the administrator have their locus in the 
doctor as such. The problem that the hospital administrator faces in 
dealing with the medical staff is a peculiar one, almost unique in society. 

In the hospital you have something of an anomaly. The people who 
have a specialized training in a narrow field of specialization are placed 
in the decision-making positions in the hospital. The administrator has 
the job of implementing their decisions. 

Moreover, these professional people by temperament and training 
are uncomfortable unless they are allowed to make decisions and give 
orders. Professional people suffer deeply in an administrative setup. In 
the first place they don’t look on themselves as people who take orders; 
they are independent practitioners who work for themselves. Secondly, 
they feel that the administrator is like the client who doesn’t know 
what is best for him. In general, they lack flexible ways of relating 
themselves to the hospital world. They cannot comfortably and readily 
place themselves in the role of adviser or consultant inside an organi- 
zation. 

Here I think you have an incongruity. The hospital has borrowed 
heavily from the military and business worlds, particularly the busi- 
ness world. It uses a chain of command, routinized procedures, and the 
rewards and discipline of a bureaucratic organization. It is beginning to 
borrow the pattern of union organization. But it hasn’t accepted the 
business proposition that expert technical training is untraining. That 
is, when you train a person for a specialized activity you render him 
untrained to make decisions about an organization in general. But in the 
hospital the medical personnel make major decisions and feel they 
should be doing so. This is an anomalous situation, but probably one 
that, like a chronic ailment, hospital administrators have to learn to 
live with. 

There are comparable anomalies in the relation of nurses to the hos- 
pital. The nurse is given to feel that by training she is a technical special- 
ist, and encouraged to pattern herself on the professional model of the 
doctor. But she is certainly not treated as a fellow professional by doc- 
tors. Her work in the hospital is a job, not a matter of providing a spe- 
cialized skill. She works regular hours, under orders. From this anomaly 
she derives both her self-respect and her dissatisfaction in her work. 

These anomalies are deep-rooted and long-entrenched in hospital or- 
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ganization. You might say that the hospital puts a heavy strain on human 
relations in order for it to keep going at all. 

You may differ with this assessment of hospital organization. The 
more important point is that we realize that the researcher has an obliga- 
tion to make an accurate assessment of such matters. This comparison 
with the business and military worlds is one way to focus attention on 
this set of relations in the hospital. The administrator has to run the 
hospital, but he is related to the experts in a peculiar way. In the busi- 
ness world the experts occupy a subordinate place in organization, ad- 
vising and consulting with administrators. In the hospitals the expert 
stands at the apex of the organization, at least as far as much decision- 
making is concerned. 


THE OBJECTIVE OBSERVER 


The researcher must be sensitized to noting such features of an or- 
ganization, and he must develop a hard-headed sense of which things 
can be changed and which are the tough resistant parts of an organiza- 
tion. This amounts to saying that there is a discernible skeleton to the 
structure of a hospital, and this in general determines how the organiza- 
tion moves along. 

Once the researcher gets a comprehension of the structure of the hos- 
pital, he can begin to observe and recognize the texture of confidence 
and secrecy which characterizes organization. He is then in a position 
to see how rules in an organization operate. He may come to see that 
confidential understandings and the secret evasion of rules are part of 
the way in which formal rules function in the organization. Without 
such machinery the rules might not work at all. Such evasions of rule 
will probably not be an individual affair, but a collective manner of 
dealing with the formal rules. Some writers are beginning to talk about 
the “‘institutionalized evasion of institutional rules.” That is to say, such 
matters develop an observable pattern, though at odds with the formal 
rules. Unless the researcher gains an understanding of this sort of fabric, 
he is ill-equipped to proceed further. 

If the researcher can thread his way through this sort of fabric, keep 
his bearings, and upset to a minimal extent the patterns of confidence 
and secrecy he detects, he is on his way to exploring the complexities of 
human relations. 

Obviously informal association provides the soil in which confiden- 
tial understandings and secret agreements soon grow. The alert re- 
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searcher will try to untangle such developments, although he won’t 
promise to disentangle them. 

Part of the job here is to detect and sort out these forms of socia- 
bility, to distinguish the irrelevant ones from the relevant ones, and to 
see the consequences of the relevant kinds. The same consideration 
holds as far as hostile relations are concerned. Not all of these are rele- 
vant. There is lots of free-floating hostility in an organization, much of 
it largely irrelevant. And it is sheer nonsense to try to get rid of all forms 
of hostility and conflict. 

These are the kinds of facts the researcher attempts to discover. We 
have here an inescapable fabric of human relationships. No matter how 
logically the work world is contrived, these relationships will emerge. 
In suggesting how research will be undertaken, I have stressed two 
problems: how the researcher can be fitted into the ongoing organiza- 
tion and with what kinds of questions he will be armed. 

Human relations research poses its own peculiar problems. On the 
surface it appears deceptively simple. All you need is a man with a 
notebook who observes, records his observations, reflects on them, and 
formulates analyses of them. You need none of the paraphernalia of the 
medical laboratory, the carefully bred rats, the expensive equipment, 
the precautions to see that bits of your experiments don’t land in the 
food or in the aseptic atmosphere of the operating room. 

On analysis the simplicity evaporates. Because there are no labora- 
tories and no guinea pigs, you study your own organization. Each error 
and each fumble records itself on the organization you try to study. 
You cannot stop a piece of work at the halfway mark and start over, 
resolved to be more careful. Your errors remain imbedded in the things 
you are studying. 

Here are some questions which spring up when one contemplates a 
research program: 

What do you expect to achieve through a research program? 

How long are you willing to wait for the research to show results? 

How will you explain the research program to the rest of the staff? 

Do you anticipate using members of the organization or outsiders for the research job? 

Where and haw will you fit the researcher into the organization? 


How much of the inner workings of your own administrative practices are you willing to 
reveal fully? 


What will you do if the researcher finds that some of your prized procedures are ill-advised? 
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How far are you willing to let the researcher further his reputation by publishing the 
results of his research? 


How do you intend to use the discoveries about human relations and informal groupings— 
Try to abolish them? 
Capture them and use them? 
Respect them? 


Endure them? 


There are no cut-and-dried answers to such questions. The matter 
will vary according to the particular circumstances of the organization 
studied. The questions challenge one’s ingenuity and enthusiasm for 
research. They are, depending on how you look on them, either realistic 
Or pessimistic questions. 


Introduction to the Science of Human Relations 


By SAMUEL STOUFFER! 


Turce major concepts are essential in the modern study of human rela- 
tions: culture; social structure; and personality. 

By the concept of culture, we mean, primarily, the study of values— 
values which differ from one organization to another, which differ in 
various parts of the organization, and which oftentimes are in conflict 
in one way or another. 

Organizations have many values, and the study of those values is 
important in an organization, and the study of the conflict of such values 
is the sort of thing to which psychology has made a great contribution. 
And psychologists have studied cultures different from our own all over 
the world. They are able to study those cultures without having quite 
as many valued judgments of their own, with respect to them; but, 
nevertheless, the study of the systems of values which exist is the kind 
of thing that anthropology has contributed to most, and the concept of 
culture developed by the anthropologists is one of the important anchor- 
ing points of a science of human relations. 

It used to be thought that people behaved as they do pretty much be- 
cause of their biological constitutions. Well, of course, they do, but it is 


1. Delivered at the Conference on Human Relations, Boston, Mass., November 26, 1951. 
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true also that a baby born to a Chinese family speaks Chinese, and a 
baby born to an American family learns to speak English, and the fact 
that one learns Chinese and one learns English has nothing to do with 
biology at all. It is simply a fact of the value system that is present in 
the environment; that which culture already has there for anybody who 
enters the organization. As a nurse who enters a training course, a doc- 
tor in a hospital, a hospital administrator—all of them are members 
of the hospital group, and all of them, when they enter on a task, find 
a present set of values, some of which are certain to be in conflict. It is 
around the conflict of values that some of the toughest problems of hu- 
man relations arise. 

The second thing I wanted to mention was the concept of the social 
structure, that has to do with the different social organizations, and the 
concept of roles. Everybody finds himself in numerous and different 
roles, so that he is almost a different person in different roles. A man 
is in the role of a husband, he is in the role of a father, and in his business 
or professional work he may be in several different roles. He has a cer- 
tain position in the status system where the culture provides certain 
expectations, certain responsibilities, certain prerogatives, and the right 
way of behaving before him. Some roles are very sharply and very clear- 
ly defined, and are unambiguous, and the informal organization’s every 
effort is usually made to make them as unambiguous as possible, so that 
there would be no questions as to what are the boundaries of responsi- 
bility and obligations. So, you have formal organization charts. How- 
ever, every study that is made of large organizations makes it very clear 
that what really goes on often has very little to do with that formal or- 
ganization chart; that it is practically impossible to draw a formal or- 
ganization chart which conforms to what really are the lines of re- 
sponsibility. In studies of formal organizations we tended to find that 
many lines of responsibility are deliberately kept rather vague and un- 
defined, and that the organizations really couldn’t operate if there were 
too sharp a definition, and that the person who moves into such a posi- 
tion where the lines are somewhat vague and undefined has to feel his 
way and has to operate differently in this situation from that, de- 
pending upon his wisdom. 

It is a rule of formal organization in the Air Force that the order of 
a commanding officer must be obeyed. However, as in most organiza- 
tions there also is some discretion in action through a formal channel, 
and in this instance it is the office of air inspector. When an officer 
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feels that something undesirable is going on and he is unable to do 
anything about it, legally, he is supposed to notify the air inspector. 
There he is able to explain the situation, and the air inspector is supposed 
to get things done. 

One of the interesting problems in the study of an organization is 
why its members do not use a formal legal channel such as that of air 
inspector. An important reason, of course, is the certainty that their 
use of such a channel will become known to all concerned. Otherwise, 
how would such information reach that office. While the formal channel 
may be one way of getting things done, it may not operate too well. 
Many factors may prevent the upward flow of communication. Thus 
it isn’t always effective as a formal channel. So, some other kind of 
channel must be found or developed, and this is commonly referred to 
as an informal channel. Just like the channel of a river it isn’t supposed 
to cut the main thoroughfare, but it does. Moreover, the informal 
channel may cut the formal in any kind of organization. The men 
destined to be the top executives are more likely to use these informal 
and illegal channels than men who eventually will end up in lower 
levels of management. The business of being resourceful and finding a 
way around usual channels is one of the most important executive 
functions in any kind of formal organization. It is a very difficult art and 
one that cannot be recommended regularly. Nevertheless, it is used by 
persons who are particularly adroit, who get things done, and in situa- 
tions of highest importance. 

We have studies in industrial organizations that show exactly the 
same problem, and the solutions to these problems often are by the use 
of informal channels. Furthermore, we see this: That the administrator 
again and again finds himself in what we call a “‘role” conflict. That is, 
he may be occupying two roles at once, and he cannot satisfy the com- 
peting values. Chester Barnard has written a remarkable book, a very 
different book. He was formerly president of the New Jersey Bell Tele- 
phone Company and later president of the Rockefeller Foundation. 
The book is called The Functions of the Executive, and he says that the 
supreme test, in his judgment of the executive, is his ability to handle 
what he calls these “‘role” conflicts. Where you have a competition be- 
tween right and wrong, that is relatively easy, he says, but where you 
have a competition between two rights it is a difficult problem. It is 
right to obey your superior, and it is right to be concerned about the 
organization, and so it is like the Greek tragedy rather than like an 
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American drama. It is a situation where there are two competing rights, 
and in that situation the executive is often faced with a serious dilemma, 
and I don’t think you would have too much difficulty in looking back to 
find this applicable to experiences that you have had; that is, where you 
have had conflicting pressures on you, both of them right, and you 
couldn’t satisfy both. Now, what Barnard says is: The supreme mark 
of the executive is the ability to handle such a role conflict creatively, 
and by creatively he means to come up with a solution which satisfies 
all sides, and maybe it is better than either side originally thought of. 
That doesn’t necessarily mean a compromise. 

There are other ways of solving the problem. One way is to take one 
side or the other and take the consequences of a decision which is natu- 
ral and definite. Another one is to compromise and leave neither of them 
happy, and another one of the most common ones is postponement of 
the solution until one side or the other loses interest in the problem. 
That is one of the ways that is often used in a formal, and also in an in- 
formal, organization. 


THE CONCEPT OF PERSONALITY 


I said something about the concept of culture and the concept of social 
structure with respect to formal and informal social organizations in re- 
spect to role. Finally, I want to say something about the concept of per- 
sonality. That is presently the problem of psychology. The psycholo- 
gists can’t study personality—that is where the child grows up, where 
the child’s personality is developed, and how that personality varies 
depending upon the environment in which it is put. Nevertheless, there 
are various biological factors. We don’t know much about the various 
temperamental differences, and they are very difficult to assess in terms 
of any cultural differences. 

In the study of personality, we are interested in the study of motiva- 
tion and evaluation. We are interested in knowing what people differ in 
—the desires and moods that they have and in the way they look at the 
world and the kind of decisions that they make. As a matter of fact we 
have worked out a scale here in this particular study in what we call 
“jnitiative.” It is really a conforming initiative, and we can find some 
people—we can find actors—who, in every situation that you give them, 
at least in verbal level, express themselves as way over on the confor- 
mative side, and other officers who express themselves as way over on 
the initiative side. Now, if that is correct, and we are not too sure—we 
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haven’t studied enough behavior yet—but if it is true that people differ 
in that respect and in a measurable way, then we have the question as 
to why they differ that way. We also have the question as to the differ- 
ences in the kind of functions that they might perform. It is entirely 
possible, for example, that an organization that is made up entirely of 
people who are just bubbling with initiative would fall apart in a hurry. 
An organization which is made up of people who are full of conformity 
and nothing else would ossify, but sometimes a combination of those 
things may be the necessary condition for success in a given organiza- 
tion. How can that combination be most smoothly worked out, what 
kind of people, personality wise, are best in what kind of positions? 
There is a great deal of discussion over personality problems which 
would take much too long even to introduce at this time, but I would 
say that the two major things that have happened in the past thirty years 
to revolutionize our thinking about problems in personality are: (1) 
Freudian psychology—psychoanalysis—which has taught us a great 
deal and given us enormous new insight and is certainly revolutionizing 
psychiatry. However, I would be one of the first to insist that there 
has not been solid experimental evidence in support of many of the 
most dramatic claims that the Freudians have made, and that it is still 
too much in the clinical stage and not enough in the laboratory stage for 
us to be sure on all or even many of the major concepts that Freud has 
introduced. (2) The other thing that is important has been the develop- 
ment of learning theory which has been carried out and applied in a 
wide variety of experiments with animals as well as with human beings, 
particularly with children; and we have some principles of learning 
which are about as nearly sound as anything we have in this human re- 
lations field.We now know a great deal about learning, although there 
is much yet to be learned. For example, take the question of reward and 
punishment. It used to be thought that if you wanted to train a child 
best and most effectively, you should reward the child for doing what 
you want him to do. Reward him regularly until he learns it. That 
might be the quickest way to teach him, but it also will be easier for 
him to forget the habit learned if he is always rewarded every time he 
does the act; then he will not necessarily do the act in the absence of 
reward. Apparently, the little slower process of training involving a 
variation in the reward now given him will result in the lesson sticking 
and lasting longer in the complete absence of reward later on. That par- 
ticular problem of how to space the reward in order to produce optimum 
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training and retention is the kind of thing that is being studied very 
effectively by psychologists and particularly in the last twenty years or 
so with the development of the learning theory. 

We never can get away from the problems of personality. They are 
going to be present in all of our organizational problems. It isn’t a ques- 
tion of what the results are entirely, it is a question of an assessment of 
consequences of one’s action, and the assessment of the consequences 
depends on an estimate of what people of this personality type or that 
personality type will do. So, it becomes one of the important skills in 
human relations to be able to forecast the behavior of individuals with 
whom one is in constant contact. 

Now, I have just given you a little picture here of three major areas: 
cultural, social structure, and personality, and I haven’t told you very 
much about any of them, but I owe to you a few concluding remarks by 
way of dealing with the problem: “Is this scientific, or is it a lot of 
bunk, or what is it?” 


QUESTIONNAIRES 


I want to say first that I think there are very few propositions in the 
science of human relations which have been established with indispu- 
table vigor. We have some pretty good hunches, and some of these 
hunches seem to have been verified, but we are still very much in the 
stage that medicine was in about 1890. We have a long, long way to go, 
and we are working on mediums of proof which are difficult because of 
the fact that the studies themselves are difficult. For example, in the 
study that | am making we have to use questionnaires. Now that is 
tricky business. People say things sometimes carelessly or because they 
don’t know for sure what they do think, or they are afraid sometimes to 
admit to themselves what they really think. We are learning a lot about 
the difficulties of questionnaires. We know that if you ask people what 
would you do, and you ask people what do you think your best friend 
would do, you would get different answers. We don’t know why. We 
have some theories why, and we are working on those theories, and it is 
going to help us a great deal with our studies of social organizations to 
learn the answers to those things, because we do have to depend a great 
deal on what people tell us they do. We don’t have to depend alone on 
that, because studies of social organizations have shown us that our ob- 
servations are subject to all kinds of differences of interpretation, and 
they are costly and not easy at all. Then, it is thoroughly difficult to 
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experiment with human beings. I suppose the main reason that medicine 
made the progress it did—and psychiatry has been slow compared with 
internal medicine—has been the fact that it is possible to do so much 
with experimentation with animals and with people with respect to 
medicine, but it is very difficult with respect to human beings. 

One of the reasons it is difficult is that it is impeded by one of the 
major values in our culture and that is that everybody is an expert on 
human behavior. Thus he is very impatient with the idea that it is nec- 
essary to subject that thinking about human beings to rigorous proof. 

A newspaper editor has to fill a column of editorials, a column of 
blank white paper with an editorial in which he gives a point, and he has 
to do that in about two or three hours. He hasn’t time to get all the 
answers, and you and I, in our discussions about this or that problem of 
human nature, have to have opinions and we do have opinions; but be- 
cause of the fact that our cultural ways say that everybody is an expert 
on human nature, we are satisfied that it is plausible, and until we can 
realize that what we think we know may not be right, and be concerned 
to inquire of people (particularly people posing as experts on human 
relations) the evidence back of the conclusion that they reach, we are 
not going to make the most rapid progress. 

However, we are progressing, and more and more demands are being 
made of people who claim to be psychologists or sociologists or anthro- 
pologists, what is your evidence, and the evidence is accumulating. It’s 
being obtained by careful methods, some observations, some clinical 
methods, some experimental methods, and in the course of it we are 
learning a great deal about how to examine individuals, how to use 
mathematical statistics, how to use both for sampling and for test con- 
struction. We are learning a great deal but we still have a long way to 
go, and modesty must be our watchword in anything we say, and par- 
ticularly in terms of engineering applications. 

If you expected that the science of human relations says that this is 
the right way to handle a particular situation, I am very sure that you 
may be disappointed. I don’t think the science of human relations has 
got quite to that point. All I can say is that we can analyze and expose 
and open up and throw a fresh light on certain kinds of organizational 
and personality problems which may be of interest to you and help you 
a little in your thinking about those problems so you will think a little 
along new lines, but we can’t promise to come to you, today, with the 
answers. With the aid of the research that is going on, I think that in 
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another half century we will have a science of human relations and we 
will have answers. 


The Methods and Techniques of the Science 


of Human Relations 


By ROBERT TANNENBAUM! 


"Tue reason for doing research in the field of human relations is pri- 
marily to gain the ability to predict and to control events that lie in the 
future. The whole purpose of science is to get a sufficient understanding 
of the variables which are dealt with on a day-to-day basis, and the rela- 
tionship existing between them, so that a person can act intelligently in 
dealing with these variables as a person’s actions affect the future. 

Since we are talking about some things whose implications lie in the 
area of control, we have to ask ourselves the ethical or the moral ques- 
tion that is implied here. If we are going to control, for what purpose 
are we going to control? After all, we are learning more and more about 
how to deal with people in social situations. How is an administrator to 
approach them effectively in getting out the work to be done? Now 
these techniques can be used by a Hitler as well as by an individual who 
has the best of democratic intent; they have the same implications per- 
haps inherent in atomic research. The research findings can be used in 
that area for good as well as for ill, and the problem is to see that they 
are used for good. 

A question of major concern in discussing human relations is “How 
can you successfully get people who are your subordinates to do things 
which for the most part you want them to do, not necessarily things 
that they want to do?” You are trying to find ways and means to get 
other people to do things which you want them to do. 

There is a contrast between the science of human relations and the art 
of human relations. There is a big gap between the understanding of 
something at the intellectual level and the ability, or the skill, the art, 
involved in actually applying these things in day-to-day relations with 
people. The principles that emerge from scientific research in this field 
as well as others give you the basis for understanding the situations 
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with which you have to deal. They give you some basis for determining 
what is probably the best approach in a given situation. They do not 
give you the skill. That is something that has to be developed after you 
understand the situation. Of course, there are a lot of people who are 
supervisors in various organizations who have the skill, who are artful 
in human relations, but who have little understanding, and that we find 
in every field—the practitioners who are skillful, who are artful, but 
who do not have the understanding. 

There are two effects of the scientific method: one, the accurate col- 
lection of facts; two, generalization from the facts. I would like to ex- 
pand somewhat on this, indicating that there are probably additional 
steps involved in the scientific method, and I will try to explain to you 
the why of each of these steps. 

The first step that I would mention is that of problem formulation. 
An administrator cannot go very far in conducting any kind of research 
until he has defined his problem. There are two types of problems that 
we face. One type is a value problem; the other is what we might refer 
to as a factual problem. 

We should understand at the outset that scientists, acting as scientists, 
cannot provide any answers as to value problems. What is right, what 
is wrong, cannot be provided through scientific research. You can build 
an atomic bomb through scientific knowledge, but you cannot answer 
the question through scientific knowledge as to whether the bomb 
should be dropped or not. This involves a value judgment. Therefore, 
we are not dealing with value questions as we discuss scientific method- 
ology in the human relations field. 

In any administrative situation, there are an exceedingly large num- 
ber of problems that might be formulated. As I have said before, an 
administrator has to formulate a problem effectively before he can go 
any further in developing his scientific methodology. It has been said 
that perhaps the wisest man is he who can ask the right questions, and 
asking the right questions is the very heart of this first step of problem 
formulation. After the problem has been formulated, he then very often 
reviews presently available knowledge. It is always wise for the re- 
searcher to find out what has been done before him. In the human rela- 
tions field, this is becoming exceedingly more difficult, because so much 
research is being done and reports of it are appearing in so many places 
that to keep up with the current output is almost impossible. But it is 
useful to find out what has been done before, because the questions an 
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administrator is asking can often be sharpened. He can also get sugges- 
tive ideas as to how best he might proceed in dealing with the problem 
that he has posed. 

It is also useful to observe the situation that is going to be studied. It 
is necessary to realize the situation. For instance, if you were to make a 
leadership study in a hospital, certainly it would be helpful, before you 
got very far along, to spend considerable time talking with people at 
various levels in the organizational hierarchy, observing what goes on 
in a hospital, looking at the formal organizational chart, discerning the 
groupings of people that are taking place, what are the functions that 
are performed, getting familiar with the situation in which you are to 
operate. 


FORMULATION OF HYPOTHESES 


After these three steps of problem formulation, review of presently 
available knowledge, and preliminary observation of the events under 
study have been completed, an administrator is then ready to formulate 
hypotheses, to formulate guesses as to what might be found in this par- 
ticular situation. Now, the terminology as he works into such areas as 
hypotheses, theories, principles, and so on, is not completely clear. 
These terms are used differently by different individuals, but most 
people would agree that a hypothesis is a tentative statement of the 
relationship which one expects to find between the variables that he is 
going to study. 

What might be an example of a hypothesis? We might say that the 
individual who uses democratic methods A, B, C, and D will have a 
group of subordinates whose productivity and morale are higher than 
will be the productivity and morale of another group of subordinates 
who are under a leader using autocratic methods A, B, C, and D. Here 
is a tentative statement of what one expects the relationship to be, the 
relationship between leadership techniques on the one hand, autocratic 
or democratic, and such criteria as morale or productivity, autocratic 
methods, low morale, low productivity. Notice that this is a tentative 
statement of the relationships that are expected to result. It provides 
guidance as to the types of questions that are asked and should be looked 
for as the investigation progresses. 

Having these hypotheses formulated, the administrator sets up re- 
search designs and proceeds to test the hypothesis; that is, to determine 
whether the hypothesis makes sense. In testing the hypothesis, the re- 
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search methods and techniques which are used are most important. 
There are a large number of methods and techniques that are available 
to the researcher in testing his hypothesis. But there is one last step, 
and that is the application of the findings to additional situations. The 
conclusion which is reached is: how applicable is this situation in a large 
number of administrative cases? 

It is interesting to note here, just by way of passing, that one never 
proves a hypothesis. You never know for sure that your hunch is abso- 
lutely correct. You can only disprove a hypothesis. You can only prove 
that a hypothesis is wrong, but you can never prove that it is right. If I 
have a given hypothesis and I test and test it, and every time I test it I 
get evidence that backs up my hypothesis, I am never sure that the next 
time I try it out it will also work out. So I suppose a theory is a hy- 
pothesis which has been tested and proved consistent with the facts in 
a sufficiently large number of cases so that we gain a high degree of 
confidence in the tentative statement that was originally made. 

I might also indicate that in the human relations field we have done 
very little as yet beyond the hypothesis stage. We have been doing re- 
search perhaps twenty years at the most in this field, and most of the 
good research has been done perhaps in the last eight or ten years. It is 
a very new field, and we have a terrific amount yet to learn, and we are 
still quite uncertain about many of the hypotheses which have been 
formulated and tested. 

What are the methods and techniques that are now available to the 
researcher in testing the hypothesis which he has formulated? Some of 
these overlap one with the other. It is difficult to get a unique classifica- 
tion of these matters. They are worth becoming familiar with at the 
present time for two reasons: first, many of these are methods which 
can be used by administrators in dealing with some of the problems that 
require answers; second, the likelihood is great that an administrator 
might have a group of researchers come to his hospital and ask him for 
permission to use his hospital as a laboratory for human relations study. 
These are the techniques and methods that will likely be used by the re- 
searchers, and an administrator should become familiar with them for 
this reason. 

The first method is simply the collection of data, collection of infor- 
mation, of facts, which are already available in the record some place. 
Certainly one of the first places we look for information when we make 
a study of any organization is in the records of that organization. Many 
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hospitals will have records of absenteeism, of turnover, of length of 
service of individuals in various operating units. The administrator will 
have probably rather complete personnel records on the individuals who 
might be subjects of the study, telling their whole background of experi- 
ence and training before they came to the company, their age, their sex, 
and so on. And he will probably have in the personnel file a record of 
their progress since they came to the hospital, their entrance rates, their 
pay increases, what jobs they have moved up to, how long it has taken 
them to move along, and so on. His files should be rather rich in useful 
personal data, dealing with the individuals who will be subject to the 
particular study. He will probably have some performance records on 
these individuals; records indicating the quality of the performance. 
Maybe he will have a merit rating or efficiency rating on his employees, 
taken every three, six, or twelve months. He may possibly have, where 
output is measurable, actual files on output records of his employees. 


THE PSYCHOLOGICAL TEST 


An instrument which is available to us as a second method in human 
relations research is the psychological test. There are many different 
types of psychological tests. But these tests are often quite useful in 
getting an insight into the kinds of people that are operating in a given 
human relations situation. Presently available psychological tests make 
it possible for us to get at different attributes of the individuals under 
study. In the first place, we might want to know their capacities. What 
are their potentialities? What could they do with sufficient training? 
Among the capacities might be listed the intelligence of the individual. 
Then we have the area of abilities: what individuals are presently able 
to do, in any number of different directions; at what speed and with 
what degree of accuracy can they talk, and so on, down the line, for 
different skills. 

But perhaps more important in human relations research is this next 
type of test, the interest tests which give us some insight into the inter- 
ests of the individuals under study, what they are really interested in; 
and then, finally, what we might call personality tests, tests which get 
at various personality characteristics of the individuals. 

Personality testing is perhaps the one which is least adequately devel- 
oped at the present time. For a good many years we have had personality 
tests which are subject to considerable question, particularly when used 
for employment purposes. An individual who is applying for a job as 
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salesman might see a question on the test something like this: ““Do you 
become nervous and upset when you are in the presence of other 
people?” or “Do you find it difficult to speak fluently to other people?” 
If the individual is applying for a job as salesman, he certainly is going 
to know which way to answer that question if he is interested in getting 
the job. So this kind of test is most useful in the clinical situation where 
the individual has come to a clinician for advice, for counseling. Where 
the test is given to find out as much about the person as the counselor 
can find out, the person taking the test will probably be much more sin- 
cere in the answers he gives to the questions than he would be otherwise. 

Well, so much for psychological tests. Let us move on to the inter- 
view. One excellent means of gaining information is through the inter- 
viewing technique. Again, there is no single interviewing technique, 
there are many interviewing techniques. The usual interview is to ask 
specific questions to which one expects very specific answers. In other 
words, you structure the entire interview. It is you who determines 
what the individual will talk about, not he. You want an answer to this 
question. Sometimes you might even limit him to yes or no, in that 
structure, or that specific, that restrictive type of approach in inter- 
viewing. 

NONDIRECTIVE INTERVIEWING 

There is a technique which is known as nondirective interviewing. 
This can be at the opposite extreme of the very direct approach. Here, 
used in its extreme, the interviewer never really asks any question. He 
establishes rapport with the individual being interviewed, exchanging 
some pleasantries, and lets it go at that. He gets the subject started 
talking, and tries to keep the subject talking. He never asks any addi- 
tional questions, nor does he pass any kind of value judgments on what- 
ever the subject says. I am sure that the technique is useful where there 
are deep-seated psychiatric difficulties, but it has been used by Dr. Carl 
Rogers at the University of Chicago and those who follow him for 
therapeutic purposes in the clinical section. But it is also a useful tool for 
research purposes. 

Another technique that has been used to some extent, not too widely, 
is what is called the participant-observer technique. Here the re- 
searcher actually becomes a member of the group he is going to study, 
without anyone in the group knowing that; in fact, he is a member of 
the group, and just by being a part of the group and observing quite care- 
fully what takes place and making records of what has taken place 


y7 
e/ 











HOSPITAL ADMINISTRATION 


when he can, he gains insights into the group and its functions. A study 
that made use of that technique was one reported in Applied Anthropol- 
ogy about seven years ago on restrictions of output in industry, by Orvis 
Collins. This study was made by the participant-observer technique. 
The individual was not known to be a researcher, he was considered to 
be a fellow worker, but he was studying the group, of which he was a 
member, the whole time that he was participating in the group. 


THE ATTITUDE SURVEY 


Another technique that is used in research is the attitude survey. An 
attitude survey can involve interviewing. That is why there is some 
overlap between these various methods. It can involve some interview- 
ing. But in the attitude survey, what we are trying to find out is how 
people really feel, what their predispositions are: how they feel, for 
example, about minority groups; how they feel about MacArthur vs. 
Truman; how they feel about union leadership as against management 
leadership. A large number of such attitudes are extremely crucial. 
What are their attitudes toward their immediate superiors, and what are 
the attitudes of the superiors toward their subordinates? 

There is one other research technique called the sociometric tech- 
nique, a technique used to determine the patterns of interrelationships 
that one finds taking place between people in a given setup. This tech- 
nique compares such things as rating, order giving, technical advice 
and assistance, and so on, seeing to what extent these patterns of rela- 
tionships actually are similar. 

Very often, the most effective research we can do is in an actual oper- 
ating situation. It is extremely difficult. to set up a laboratory experi- 
ment in the way the chemist or the physicist does. It is necessary to go 
into actual operating situations. The problem involved is resistance 
from those who are administrators, but it is easily understood. Research 
in human relations involves certain threats to administrators. It involves 
an understanding of the scientific method, different techniques that are 
used in research, and the usefulness of conclusions that stem from scien- 
tific research, and therefore it takes a lot to sell an administrator on per- 
mitting someone to come in to make a study. 

It is important that the administrator cooperate with social science in 
trying to strive for generalizations that will be useful to administrators. 
After all, human relations is of little value unless it has practical applica- 
tions by administrators in the field. 
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E. K. Warren on Hosfrtal Trusteeship 


Administrator- Irustee Relationships 


le APPEARS that a pattern has developed of addresses, articles, and 
round tables concerned with administrator-trustee relationships. This 
attention is good, but the inference that there is something unique, 
something peculiar to hospitals, about the division of responsibility 
which creates this relationship is erroneous. Hospitals are merely work- 
ing out a special case of the traditional doctrine that the legislative, or 
policy making, functions should be kept separate from the executive or 
administrative functions. 

This provision of checks and balances is as old as our Constitution; 
why then are there difficulties in applying it to the hospital field? First 
of all, because all such intellectual concepts are stated in terms of a black 
and white world, a world where what is not right is wrong. Unfortu- 
nately we do not live in such a world. We live in a world filled with all 
shades of gray. There is usually right and wrong to be found on both 
sides of every argument. I am not speaking of hospitals any more than 
of any other activity. A glance at the daily papers reveals that men of 
integrity and high idealism are flatly opposed on a recent Supreme Court 
decision. Some see the judicial branch of government invading the field 
of the legislative branch; some see the federal government invading the 
rights of the states, and so forth. 

A second reason is that those of us who were born before 1900 have 
lived through a social revolution we are likely to overlook. In this half 
century hospitals have ceased to be pest houses and refuges for the termi- 
nal care of the destitute and become highly organized health centers, 
filled with technological devices and so heavily staffed with trained per- 
sonnel that in many a village and town the hospital is the largest single 
financial operation. In the same social revolution the leisure class has all 
but vanished from the American scene. There is today no pool of men 
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and women of youth and ability able to donate—without need of salary— 
the time necessary to master the operation of and administer a modern 
hospital. To fill this management vacuum the new profession of trained 
hospital administrator has appeared. 

The first task confronting any new profession is to carve out a niche 
for its members in the joint social rewards of prestige and economic re- 
turn. Some of the older professions such as the clergy and lawyers have 
pretty generally attained their goals. But in our field not even all physi- 
cians are yet completely satisfied with their achievement of these goals, 
and certainly dissatisfaction is still widespread among the newer profes- 
sions found in hospitals, including that of hospital administration. 


THE BUREAUCRATIC TENDENCY 


The hospital administrator is also confronted with the temptation 
to become a bureaucrat. This is a temptation I know, because while I 
have never been a hospital administrator, I did serve the federal govern- 
ment once, and it was so easy to convince myself that the administra- 
tion of policy would be far less expensive and far more efficient if the 
person charged with administering the policy also determined the policy. 
This may be perfectly true. Actually, under Mussolini, trains in Italy 
arrived on time, and, under Hitler, better automobile roads were built 
than had ever existed in Germany before. Political philosophers pretty 
generally agree that a benevolent dictator can provide a good form of 
government provided that the dictator can be kept benevolent. As in so 
many similar cases, the reason that we in this country have decided 
against a particular form of organization is not necessarily because it 
does not work, but may be because it works too well in the sense of 
achieving its results at too great a cost. For instance monopolies and 
interlocking directorates make for efficiency first which all too soon 
becomes exploitation. 

A few moments ago, I said that this social revolution had taken place 
since 1900, actually in the lifetime of many of us. This means that you 
will find as opposite numbers to you on boards of trustees of hospitals 
men and women who have lived and worked at a time when the trustee 
did administer the hospital, and hence quite naturally they feel many 
of the same arguments supporting them in their idea of both creating 
and carrying out policy that tempt you from the other side of the table. 

May I now try to give you some observations as to how administra- 
tors and trustees can best settle their disagreements. I assume that by 
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now every administrator understands the theoretical division between 
his responsibility and the responsibility of the trustee, although I will 
hasten to add that I am not nearly so sure that every trustee understands 
the division. Your first need is probably understanding the tolerance of 
human beings. You should recognize that opposition can spring from 
perfectly upright, honest, idealistic individuals merely misunderstand- 
ing their function. 

One of the most amusing examples I have encountered of an honest 
misunderstanding had nothing to do with hospitals. My little niece came 
to my mother and said, ‘““Granny, may I have a candy?” And mother, 
looking up from her sewing, said, “Yes, dear, one, and one only.” To 
which Janet replied, ‘‘one and one only, that makes two.” There was 
no malice here, but there was a distinct and definite misunderstanding. 

If you have an opportunity of discussing your function and the func- 
tion of the trustee with your trustees as individuals or as groups, for- 
mally or informally, so much the better. Frequently it is extremely diffi- 
cult to take an objective or dispassionate view of something that is very 
close to us and for that reason I have become a very strong believer in 
the value of participation on the part of trustees and administrators in 
state, regional, and national hospital activities. Not many weeks ago, I 
appeared on a program before students of hospital administration. The 
question was asked me, “Do you feel that an administrative resident 
should be permitted to attend the meetings of the governing board?”’ 
My answer was, “Naturally, otherwise how does he learn about the 
thinking and method of operation of the governing board of a hospital 
in which he will some day be an administrator, rather than an adminis- 
trative resident.” On the same panel with me was a hospital president, 
and at the end of my remarks he turned to me and said, “You know, 
that’s absolutely right, but it never occurred to me before, and we’ve 
never permitted the administrative resident to attend our trustees’ meet- 
ings. I must ask our administrator when I get back to invite him from 
now on.” That indirect approach probably did more to convince the 
man than any direct argument the administrator could have put up to 
that individual that he should admit the administrative resident to the 
meetings. Strangely enough, most of us yield more readily to an oblique 
rather than a direct approach. 

I deliberately say participation in state, regional, and national hospi- 
tal activities because I am convinced that attendance at meetings, sitting 
in an audience, and being lectured at does not often bring anyone to 
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change his mind on something on which he has a firm conviction. He 
does so more easily when he has convinced himself while trying to con- 
vince others that what he feels is the correct method of operation should 
be practiced. While so doing he is forced to weigh and balance his own 
convictions and perhaps modify them. In my state of Connecticut we 
had found that trustee representation at the spring and fall assemblies 
of our state association was limited to a very small group of the same 
trustees who appeared again and again. So as an experiment we decided 
to take the meetings to the trustees and initiated a series of regional 
meetings. Those meetings were held at a club or hotel in a central town 
and to it were invited from each of not over four or five hospitals of ap- 
proximately the same general character and size the president, the ad- 
ministrator, and one other trustee whom the president might designate. 
The President of the State Association was host, and the Executive Di- 
rector was always present. There was no set agenda, and yet every one 
of those meetings developed the most eager debate on some subject or 
another connected with the operation of the hospital. At the end of them, 
that is, the end of the first year, the results seemed so successful that 
for the past several years they have been carried on and are still serving 
a very active and very good purpose in improving trustee-administrator 
relationships. 


MANAGEMENT CONSULTANTS 


There is another alternative 1 would like to present to you. I have 
found that in business, and the same thing applies to hospitals, the 
trustee or director will frequently accept the word of someone he con- 
siders an objective, dispassionate, and skilled outsider, in other words, 
an expert, rather than the word of his own administrator or a fellow 
trustee. In business there is increasingly an acceptance of a need for an 
occasional study by a firm of management specialists, and I am of the 
opinion that in most hospitals there would not be a great resistance 
on the part of the trustees to the suggestion by an administrator that 
their administrative pattern be looked over by a recognized manage- 
ment consultant. This would result in having a hospital consultant, or 
anyone selected for the purpose, studying the administration of the hos- 
pital and taking the lead in presenting to the board of trustees the fact 
that the relationship between the trustees and their executive was not 
operating in the most modern or the most effective manner. It should not 
be difficult to convince the board of trustees that management which has 
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not changed its pattern for twenty-five years, more or less, needs an 
objective review even though there is no crisis in sight or close at hand. 
The tremendous technological advances of hospitals, the problems 
which hospitals are having in such relationships as that of a division of 
general practice, the relationship of medical specialists, etc., are so uni- 
versally recognized that it is no confession of lack of technical skill or 
administrative ability on the part of the professional administrator to ask 
for guidance or assistance from management specialists directed initially 
to some phase of the hospital, but actually to its total management 
picture. 

In my travels, first for the Connecticut Hospital Association and now 
for the American Hospital Association, | am more and more convinced 
that this problem of trustee-administrator relationships is being solved 
in all parts of the country, progressively and rapidly, and that it is 
not as acute a problem today as it may have been some years ago. A 
great deal of the credit for that goes to the training which administra- 
tors are now having before taking on their assignments. 

Those who have learned by doing, by what is now elegantly called in- 
service training, must be quick to seize upon the status which the pro- 
fession is gaining through acquiring an academic background. Paren- 
thetically—in reference to the administrator who has come up through 
the ranks—it is quite human, though in no way commendable, for the 
trustee who has watched the program to say “I knew him when . . .” 
and imply that this discounts the administrator’s present status. 

Again, hospital administration is not alone in this—doctors, engineers, 
and countless other professional fields have been shared, and many are 
shared today, by the man or woman trained by inservice and the new- 
comers waving sheepskin diplomas. There will long be a place for both, 
but neither should, in the vernacular, take a dim view of the other. The 
existence of professional school training lifts the entire profession in 
the public’s estimation. 

I do not believe that the trustee maliciously is endeavoring to deprive 
the administrator of status. I believe that the trustee is wistfully clinging 
to outworn prerogatives simply because he is in many cases an older 
man and he believes that every bit of authority and administrative respon- 
sibility that he relinquishes is not going to be replaced by new authority 
or new responsibility in other fields. I ask you administrators to remem- 
ber that the day will come when you too will feel that every activity 
you abandon is a reduction of prestige, importance, of your ability to 
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contribute and that this realization of the process of growing older is 
not easy for any of us. 

I would like to close my remarks by going back to the idea that I ex- 
pressed at the very beginning. It is probably wise in our pattern of liv- 
ing that the policy- making, legislative functions should be kept separate 
from the executive, administrative functions, and as long as they are to 
be kept separate, there are bound to be innumerable border incidents, 
and the only way to control those border incidents and keep them from 
getting out of hand is by a genuine good will on both sides of the 
border, a genuine desire on both sides of the border to understand the 
problems and pressures operating on one’s opposite number, and to 
realize that the resolution of differences without a crisis is best, not only 
for the hospital, but for the patient for whom, and for whom alone, the 
hospital exists. 


As a Trustee Sees His Stewardship 


I: was about thirty years ago that I was elected a trustee of my first 
charitable board. My qualifications were that I was my father’s son, 
just as his had been that he was my grandfather’s son-in-law. It was the 
board of an old ladies’ home. 

After two or three meetings, I discovered that the home had been left, 
some years before, a sum which in those days was a very large one, 
about a quarter of a million dollars, for the purpose of building a new 
building and enlarging the work. 

Most unfortunately, the donor’s counsel had written into the will that 
the timing of this new building operation should be at the discretion of 
the trustees and that until the building was erected the money should be 
held intact, but the income could be applied to the operating expenses of 
the home. When I asked the board why we had not built, they pointed 
out as the complete answer that for the past decade the home had been 
able to give up soliciting public support and live contentedly on its six 
per cent income, and wasn’t that admirable? Why build a building and 
lose income? 

That wasn’t so unusual an opinion, so uncommon a point of view 
thirty years ago, because trustees in those days thought of themselves 
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as trustees first and foremost of the more or less tangible assets. They 
were trustees of the endowment fund, of the buildings and properties, 
and if at the end of their stewardship they could hand those over intact, or 
preferably a little enlarged, they certainly had done well. The program, 
the policy, the need of the institution were quite outside their province. 

Today, I think most of us who are trustees of hospitals realize that 
we are in a real sense trustees of an essential part of the pattern of the 
practice of medicine as it has grown up in this country: a pattern which 
is presently under attack. 

If we do not develop policies to meet successfully the challenge, we 
need not doubt that at the very least the control of the endowment and 
the properties will pass from our hands, and probably the endowment 
itself will be dissipated and the buildings become part of a national 
state-controlled hospital plan. 

I have very little patience with those who view the advocates of so- 
cialized medicine as persons who are wantonly attacking an entirely 
satisfactory medical organization, fully meeting the needs of today, 
simply because they have ambition or believe in statism. 

We must all realize that the most vocal members of society who ad- 
vocate and back any change whether it be evolutionary or revolutionary 
will be the extremists. They are always articulate and they will always 
take the lead, but at the same time they will not do much damage if what 
they are attacking is completely satisfactory. 

In two respects at least I do not believe any of you with your ex- 
perience in hospitals will admit or defend what we have in this country 
today as entirely satisfactory. In the first place is the question of dis- 
tribution. I am not talking about the backward regions of the south or 
the unpopulated parts of the badlands. 1 was born and brought up in 
New York City, and New York City has maldistribution of hospital 
beds. There are citizens who cannot find within reasonable distance a 
hospital bed when they need it. 

‘Ten years ago I moved to Connecticut and in that highly industrial- 
ized state there are areas where a hospital bed is not physically acces- 
sible to the patients who need it. 

The second place where we have not developed an entirely satisfac- 
tory system is in the cost of maintaining the hospital beds we have. I am 
not talking about the charges; I am talking about the cost. That cost is 
prohibitively high for many who need to use the beds. 

It seems to me, though I make no pretense of being an economist, 
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that both of these weaknesses are only to be expected in an economic 
plan which we have developed here in our country which gave a tre- 
mendous impetus to production. Starting with Henry Ford and others 
of his day, we discovered that we could support a very high hourly wage 
and a reasonably short work week and still not price our products out 
of the market if we were able to apply mass production economics. 

Now those of us, and we in hospitals are but one of the affected 
groups, who are conducting enterprises that do not lend themselves to 
mass production have to realize that distribution and those economic 
ventures which require many man-hours and cannot be mass produced 
are at a real disadvantage. 

For a time, the spread between the cost of a hospital bed and the 
charge for that hospital bed was met out of voluntary and involuntary 
philanthropy. By voluntary philanthropy I mean the contributions to 
the endowment fund and to running expenses. By involuntary philan- 
thropy I mean the differential charged for the private room and credited 
to the balance of the hospital operation. More and more these are becom- 
ing inadequate. The endowment no longer earns the return it used to 
earn. The philosophy of taxation which obtains in this country makes 
the individual large gift to the endowment and to current operations 
harder and harder to obtain from fewer and fewer donors. 


THE INSURANCE PRINCIPLE 


I believe that one of the great answers, although not a total answer, 
lies in the prepayment principle, the principle with which we are all 
familiar in Blue Cross. Prepayment will have reached its full potential, 
however, only when means are devised to make it possible for all seg- 
ments of the community to purchase prepaid coverage and when benefits 
are made even more comprehensive than they already are. Although 
statistically there is a relatively small percentage of cases that are 
defined technically as “‘catastrophic,”’ each of those few cases repre- 
sents a human being with a major problem. Most families can probably 
budget a minimal hospital expense for a year and really need the protec- 
tion when a disease or a crisis is going to run way over the minimum. 
Expenses in a major illness, or any illness, do not end with the hospital 
discharge. More experimentation must be done with the aid of you who 
administer hospitals to find ways to provide prepayment coverage for 
outpatient care and ambulatory, diagnostic, and follow-up care. 

The Nominating Committee for your Boards of Trustees persistently 
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nominates the man they think might contribute to the endowment fund 
rather than contribute to the policies of your Board. They nominate the 
learned judge because they hope thereby to obtain counsel without any 
of the expense involved. They nominate the representative who is there, 
not to bring to the board of a community agency the thinking of one 
who represents a part of the community, but to place on the board a 
special pleader for a special facet of the population. 

I have served on boards where this principle of representation has 
produced practically a stalemate. Once I took part in a review of the 
board of a large charitable organization in New York City. The board 
numbered about thirty, and a few of us who were in management felt 
that that was an unwieldy number, so we set to work at the expense of 
a long and arduous self-searching series of hearings, public and private, 
of consultations, of retaining of experts. They came out with the con- 
clusion that in order to make the board small, not unwieldy but properly 
representative, it should have about sixty members. It just doesn’t work, 
and yet that is the outcome when you place too much emphasis on this 
question of representation. 


TRUSTEE VS. HOSPITAL ADMINISTRATOR 


A third point about which I want to talk to you is the relationship 
between the lay trustee and the hospital administrator. The hospital ad- 
ministrator represents the top management officer of the hospital, but 
make no mistake, you who are administrators, you are much more close- 
ly related to the manager of the Metropolitan Opera Company or the 
president of a college or university than you are to the manager of any- 
thing as simple as a manufacturing concern. You are dealing not only 
with problems within your realm of authority, but you are dealing with 
problems that you can solve only by sweet persuasiveness if you solve 
them at all. Yours is a new profession, and in shifting from superintend- 
ent to administrator, from administrator perhaps to executive director 
or executive vice-president, you feel that by action of the Board you 
have been given greater recognition and authority. 

The authority that you will win from the respect of those with whom 
you work will stand by you far more effectively than any authority 
that can be granted to you by a vote of the Board of ‘Trustees. 

I think it is terribly important that once the trustee understands his 
function, he should himself be trusted completely by the administrator, 
and the administrator should bring in to the Board meetings not only 
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the problems reduced to a simple typewritten sentence, but preferably 
some of his department heads, as well as others concerned, to present 
the matter as they who have to take part in the actual solution of the 
problem see it. 

I know that there is a feeling at times that the authority of the ad- 
ministrator might be jeopardized on that basis and that he alone should 
bring ideas before the Board of Trustees. Again I take refuge in a 
story. 

It happened in a business concern of which I was director. A junior 
vice-president brought every idea to that Board as his own idea, and 
one day the elderly chairman of the Board, a man who had made a very 
great success in business, said in rather a thoughtful way, “You know, 
John, if you want to be considered some day for president of this com- 
pany you will have to learn how to train and keep able assistants. Ap- 
parently, you don’t because all the ideas you bring us you have thought 
up yourself.” 

The trustee is looking to the administrator not only to produce re- 
sults which show well on balance sheets and in public relations but also 
to build an organization of able assistants, secure in the knowledge that 
the man who holds his position by trying to cut the head off anybody 
else who raises it, holds that position by the most tenuous and unsatis- 
factory grip. 


THE NURSING PROBLEM 


One of the problems that confronts the trustees and the administra- 
tors, and will continue to confront them, is the problem of nursing. I am 
not going to endeavor to point out any solution to nursing or nursing 
schools, but I am going to say that nursing and the future of nursing 
definitely is one of the things that we should be studying together, be- 
cause, after all, a hospital cannot lend itself to the mass production 
technique. Still, all the time that is spent by one as highly trained as the 
nurse (or in fact any other highly skilled person) in tramping long corri- 
dors certainly shows up badly on expense accounts. The utilization of 
nurses, the training of nurses, the future relationship with the institu- 
tions of learning, that is one problem we have to face together. 

Another problem is the problem of the doctors, God bless them. The 
doctors make our hospital. Nobody comes to the Greenwich Hospital 
because I or anyone else is president of the Board, or because Bill Donnel- 
ly is administrator. They come to the hospital either because of their faith 


38 





TRUSTEE STEWARDSHIP 


in the doctors who are there practicing today or because of the great 
reputation of doctors who have practiced there. The doctors’ contribu- 
tion is the one that the public will realize. The doctor is second to none, 
unless it be to the priest, in the capability of totally sacrificing himself 
to his chosen vocation. The doctor also is essentially a man of tempera- 
ment and in that he probably is second to no opera tenor. 

The doctor also is a human being. If we don’t watch out, he may in 
time, and I am speaking now of the collective “he,” feel that he has a 
good thing and it is well to make unreasonably stiff and high the barriers 
to new blood coming into the community. Or he may feel that he has 
done his bit in contributing to education, and yet where the physicians 
of a hospital do not teach formally or informally, that hospital barely 
maintains its own position and probably begins to slide backward. 

We have to watch problems like that. Lay trustees and administrators 
have to discuss them frankly. We have to face them openly. We cannot 
have a satisfactory hospital where the Board of Trustees is not aware of 
all that is going on, the bad as well as the good, and that presupposes a 
Board of Trustees that can be aware if the facts are placed before them. 
If trustees are selected with proper qualifications, there is need and place 
for them today. If they do not fill that need and place, the opportunity 
for trusteeship may disappear. 











Case Studies in Hospital Administration 


An index has been made of the problems in hospital administration re- 
counted by candidates for Fellowship in the American College of Hospital 
Administrators. These studies encouraged objective consideration of adminis- 
trative actions, utilized a conventional administrative tool, and added to the 
general fund of reference materials. Prompted by requests for access to these 
case studies but limited by the confidential nature of many reported situations, 
the Board of Regents has decided to use them as a basis for developing a ref- 
erence book on Problems in Hospital Administration when essential support 
can be obtained. Below is a partial list of cases with the author and year in 
which the study was completed. The bibliography will be continued in a 


later issue of the Journal. 


Accepting Graduates of Nonapproved Schools 
without Lowering Medical Standards in 
Hospital, Albert O. Davidson, 1952. 


Achievement of Full Accreditation from the 
Joint Commission, Willard P. Earngey, 
Jr., 1955. 

Activation of a System for the Allocation of 
Funds and Cost Control Procedures, Alan 
W. Chadwick, 1955. 


Active Ladies Auxiliary Group Formed to 
Promote Good Public Relations for the 
Hospital, Sr. Mary Aidan, 1952. 


Adding a One-Story Wing to a General 
Hospital which Provided Space for Serv- 
ice Departments Only, Alvin Langehaug, 
1954. 


Adequate Laboratory Service is a “Must,” 
Richard J. Hancock, 1952. 


Adequate Locker Rooms and Aid to Better 
Employee Relations, Carl P. Wright, 
1952. 

Administration of the Business of the Hospi- 
tal—Problems Encountered with Their 
Solutions, Sr. Edward Mary, 1952. 


Administrative Action to Meet Emergency 
Need for Additional Bed Space During 
Severe Outbreak of Scarlet Fever among 
the Children of the Community, Thomas 
J. Golden, 1951. 

Administrative Assistance Rendered in a 
Situation where Five Serious Accident 
Cases Were Brought to the Emergency 
Room at One Time, Martha C. Lock- 
man, 1952. 


Administrative Changes Necessary for Full 
Approval by the American College of 
Surgeons, Bertha L. DeLong, 1951. 


Administrative Consolidation of the Laundry 
and Housekeeping Departments, Carl P. 
Wright, Jr., 1952. 

Administrative Problems Connected with 
Closure and Opening of Military Hospi- 
tals, James T. McGibony, 1954. 

Administrative Problems Incident to the 
Limitation of Medical Practice of Staff 
Members in a New Hospital, with Par- 
ticular Emphasis on Obstetrical and Surgi- 
cal Privileges, Hubert W. Hughes, 
1953. 
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Administrative Procedures in Setting Up a 
Pay Cafeteria, James M. Dunlop, 1952. 


Administrator and Medical Staff Meetings, 
Homer E. Alberti, 1953. 


Administrator Promotes the Organization 
and Classification of a Medical Staff of 
Approximately 600 Members, Sr. Lydia, 
1951. 

Administrator's Experience in the Use of a 
Medical Social Worker in a College Con- 
nected Hospital, S. Tanner Stafford, 
1952. 


Administrator's Part in the Formation of a 
Trustee-Staff Liaison Committee, Win- 
throp B. Osgood, M.D., 1952. 


Administrator's Role in Public Relations, 
Sr. M. Magdalen, 1952. 


Admission of Maternity Patients, Walter M. 
Oliver, 1955. 


Admission Policy Change Has Accelerated 


the Completion of Medical Records, 
Sr. Mary John, 1953. 


Admitting Procedures Are Simplified, Doro- 
thea M. Rice, 1952. 


Adopting a Pension Plan for the Hospital, 
Charles C. Stewart, 1955. 


Adoption of a Long-range Master Plan to 
Assure Adequate Physical Facilities, Her- 
man J. Andres, 1952. 


Adoption of Medical Staff Bylaws, Rules, 
and Regulations by a Governing Board 
and their Ratification by the Medical 
Staff, R. O. Daughety, 1951. 


Adoption of Rules, Regulations, and Proce- 
dures to Insure a Solvent Blood Bank 365 
Days Each Year, Harvey H. Weiss, 
1952. 

Adoption of Standard Nomenclature, Sr. 
Mary Loreto, 1951. 


Advance Payment As It Affects Hospital 
Deficits, Daniel E. Gay, 1952. 


Advantages of Building One Larger Hospi- 
tal in a Rural Area Instead of Several 
Smaller Ones within the Same Area, 
Margaret Schloemer, 1953. 
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Advantages of Having Industrial Cleaners 
Versus the Usual Type of Porter Avail- 
able to Hospitals Under the Hospital's 
Present Wage Scale, Cora E. Gould, 
1952. 


Affiliation with a School of Medicine to Im- 
prove House Staff Training, Marie J. 
Doud, 1955. 


Alleviating Shortage of Registered Nurses, 
Edna D. Price, 1952. 


Alterations in Architectural Design, Edwin 
B. Peel, 1955. 

Amalgamation of Existing Hospital Facilities 
witha New Expansion Program Through 
the Proper Use of a Consultant Hospital 
Architect, Max De Kaye, 1952. 


Ambulance Service on Firing Ranges, W. D. 
Graham, 1955. 


Amendment to Charter to Change Method of 
Trustee Appointment, J. P. Richardson, 
1955. 


Amendment of Iowa Workmen’s Compensa- 
tion Law, Section 85-27, as of 1936 
Through to Last Revision of Section 85- 
27 of July, 1949, St. Mary Edmunda, 
1952. 


Analysis of Cost Per Patient Day, John T. 
Kolody, 1955. 


Analysis of Personnel Turnover, John T. 
Kolody, 1955. 


Anesthesia Service Requires Reorganization, 
Philip D. Bonnet, M.D., 1952. 


Apartment Building for Professional Em- 
ployees Financed out of Endowment 
Funds, Leslie D. Reid, 1952. 


Application of Business Principles in the 
Operation of a Hospital, O. J. Carder, 
1952. 


Appointment of Fulltime Radiologist and 
Pathologist, Sr. Frances Marie, 1952. 


Appointment of Radiologist in Opposition to 
Wishes of Staff, Sr. Rosanna, 1952. 


Appraisal of Achievement and Recommenda- 
tions for Immediate Action and Long-Term 
Progress, Eva M. Braun, 1951. 
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